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We included 38 patients alcohol dependent patients in France and UK in 10 focus groups. We used a text mining approach. 

Results
Three classes of each corpus regarded identical themes across the countries: (a) core-impact on quality of life, (b) drinking habits, (c) sources of help. Core- impact was similar between the two countries. Main differences were in drinking habits and referral to sources of help. 
Conclusions 
Despite differences in drinking habits, the domains of life impacted by alcohol were non-country-specific. 
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Introduction






Both French and English groups were recruited in general hospitals. Care settings were not organized similarly between recruiting sites from the 2 countries. Namely, in Liverpool, there was no addiction department, but an addiction specialized liaison department. In France, recruiting departments were addiction specialized ones. That’s why we chose to define English patients as “non-necessarily treatment seeking” patients, while they currently did not attend the hospital for their alcohol problem directly, regardless if they benefitted from any other professional help for their alcohol problem. Patients in the UK were hospitalized in the Royal Liverpool and Broadgreen University Hospital for another reason than directly alcohol and subsequently identified as having an alcohol use disorder. At discharge and accordance with NICE guidelines, they were commonly encouraged to seek help from mutual support groups such as the Alcoholic Anonymous, or the Intuitive Recovery service. Patients in France were treatment-seekers recruited through the Centre d’Addictologie of the Hôpital Paul-Brousse in Villejuif, and the Centre Médico-Psychologique B of the Centre Hospitalier Universitaire in Clermont-Ferrand. In- and out-patients with alcohol use disorder from these three sites were proposed purposively to enter the study by telephone or face-to-face contact, when the physician or nurse in charge had identified the patient as potentially corresponding to the inclusion criteria. All participants in UK as in France were well aware of having an alcohol problem, and accepted to participate, being of the study purpose, i .e. sharing their perspective on impact of their alcohol problem on quality of life Patients meeting diagnostic criteria of current or remitted alcohol abuse or dependence, as defined by the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) and assessed with the Mini-International Neuropsychiatric Interview (MINI 6.0), were recruited into the study. Additional inclusion and exclusion criteria ensured that patients would be able to engage with the research process and excluded significant comorbidities or treatments that might confound the exploration of the HRQOL impact of AUDs: Inclusion criteria were :(1) Patient meets clinical diagnostic criteria of current or remitted (remitted for between 1 and 12 months) alcohol abuse (minimum of 1 criteria met)  or dependence (minimum of 3 criteria met) , as defined by DSM-IV and assessed with the Mini-International Neuropsychiatric Interview (MINI 6.0) (2) Patient is aged 18 years or older (3) Patient has the cognitive ability to participate in a focus group or cognitive debriefing interview (as judged by the clinical team) (4) Patient is able to provide written informed consent. Exclusion criteria were: (1) Patient has learning difficulties that prevent him/her reading and responding to questionnaires (2) Patient has a major physical comorbidity judged by the clinical team to be a significant influence on the patient’s day-to-day life (e.g., liver failure) (3) Patient has another axis 1 diagnosis (with the exception of nicotine dependence) (4) Patient is currently taking baclofen for alcohol dependence (lack of documentation on baclofen high dosage and suspicion of possible imputable side effects and level of incapacity at the study time justified this exclusion criterion to avoid any confusion bias) (ANSM 2014)) (6) Patient is currently undergoing acute withdrawal treatment.

Focus groups
The purpose of the focus groups was to explore the impact on quality of life of AUDs and its treatment, from a patient’s perspective. The group discussions were facilitated by trained interviewers in each country (authors DW, LD, and SC in the UK and NH and JP in France) and were audio-recorded and transcribed. Focus groups are semi-structured discussions that aim to explore a specific set of issues. Interviewers commenced the focus group by asking broad questions about participants history of alcohol use disorder, before asking focal questions on the impact of their alcohol consumption on their quality of life (Tong, Sainsbury et al. 2007). A discussion guide was constructed to explore the concepts of interest identified in the literature, namely in a systematic review of quality of life  (Luquiens, Reynaud et al. 2012) and to identify any further areas of impact. This guide was used during the focus group sessions with patients in the UK and France sites. 

Data analysis




Characteristics of the samples are presented in table 1. We included 38 patients with current or remitted alcohol dependence in France and in UK. End of inclusion was justified by saturation  of themes in a first analysis (Luquiens, Whalley et al. 2014).

Characteristics of the corpuses
The total number of forms - words reduced to their radicals - was 33522 and 85132, the number of distinct forms was 2968 and 3943, the number of stable classes was 3 and 5, and the percentage of EUCs - text segments that contain a characteristic idea- classified was 60 and 67%, respectively in the French and the English corpuses. 


Description of classes for the top-down hierarchical classification analysis in French and in English corpuses
The two corpuses were organized around three main topics, corresponding to the three French classes, and four of the English classes: core impact on quality of life (class 1), obtaining and consuming alcohol (class 2), sources of help and health care providing (class 3 in the French corpus, classes 4 and 5 in the English corpus). In the English corpus, there is an additional independent class referring to physical problems (class 3). Figures 1 and 2 present the dendrograms from top-down hierarchical classification analysis of the classes and major associated words. 


Core impact on quality of life (class 1)
The class1 in the 2 corpuses details the impact on quality of life of alcohol consumption. Patients reported loss and degradation in many domains of their life, and suffered from the feeling of turning into a different person while drinking. Table 2 gives examples of EUCs from the English corpus. All impacted domains are common between the French and the English corpuses: (1) relationships with family and friends, e.g. “I’ve lost one very strong and very caring relationship due to me and alcohol”, (2) negative emotions, namely guilt, anxiety, depression, “Then the depression kicks in: I’ve got nothing, What am I living for?”, (3) low self-esteem, e.g.”You hate yourself”, (4) the diminished interest in activities, including sexuality, and the lack of perspective and projects, e.g. “It has sort of ruined our sex life. There isn’t one anymore. My husband would rather have a drink of whisky than go to bed with me.”, (5) the feeling that life is scheduled by alcohol consumption and feeling like alcohol is a constraint, e.g. “… important stuff that you shouldn’t miss out. just for the fact that you’ve got to have a drink in the morning.”, (6) the loss of behavioral control leading to, for example, verbal abuse or arguments, e.g. “It makes us selfish. It turns us from being nice, affable people and to me personally into a violent nasty verbally abusive, robbing do anything, anything, hurt anyone who gets in my way, tries to take the drink off me (7) memory and cognitive impairment, (8) the degradation of living conditions (namely through loss of work, of a housing, financial difficulties), e.g. “You’ve lost your job, lost everything”. 

Cognitive impairment and deficits in memory were identified co-occurring with loss of behavioral control in French patients in the cluster analysis of the class 1, but this co-occurrence  was not observed in the English class 1 (figure 3 and 4). However, quotations from the English corpus suggest that the same association exists: EUC n° 1875: "Well initially I feel great and then I drink that much that I can’t remember really, honestly. Yeah, I have memory issues but the thing is I say things to people and I can be absolutely horrible and I mean really horrible but I can’t remember what I say."
In UK, patients with remitted AUD contributed significantly more to class 1 than patients with current AUD. Opposite results were observed in France.  

Obtaining and consuming alcohol (Class 2)
Class 2 in the English and French corpuses describes the drinking episodes, including activities required to obtain and enable the drinking occasions. Drinking is presented in both corpuses as a very strict routine. It refers to the kind of alcohol consumed, the time and place of obtaining alcohol, depending from selling alcohol restrictions, and the time and place of drinking. The description is very rich and precise in the 2 corpuses, with the highest percentage of EUCs classed (respectively 54% and 29% of the EUCs of the French and of the English corpuses). Cultural similarities are the importance of the evening and night time as preferred moments to drink alcohol. In the French corpus, the way from work to home is an at- risk-of-drinking situation. In both corpuses, the house can be either a consumption place or a shelter place to avoid drinking. Concomitant use of tobacco is also reported in both corpuses in this class. Differences are a wider variety of alcohol consumed in the English corpus, and the places of obtaining alcohol, referring to local alcohol selling legislation. In UK, patients frequently buy alcohol in dedicated shops, (i.e. off-license), which is not reported by the French patients. Finally, binge drinking is reported by English patients but not by French patients.


Sources of Help (French class3 and English class 4 and 5)
The French class 3 is composed of terminology quoted from professional health care providers, namely technical words (e.g. “anxiolytic”, “factor”, “psychologist” “self-confidence”, “medication”), used concomitantly with motivational components, routinely used among the French investigator centers (e.g. “so much better”, “to realize”) . Sources of help in France appear to be mostly identified as professional ones.  In the English corpus, two classes referred to help. They were very close on the correspondence factorial analysis (not presented here), and had 52 % words in common. Class 4 refers to mutual support groups, more than to professional health care; the verbatim is composed of negative emotions (e.g. “shame”, guilt”) and a redemption-like process (e.g. “admit”, “sorry”).  The class 5 refers to help from relatives, but also to the burden of a difficult personal history, especially poor emotional support. e.g. “Me dad took us all to live with him when me mum left him for a guy but I just wanted me mum”.

Physical problems (English class 3)
We observed an additional class in the English corpus related to physical impairment. This additional class reports primarily withdrawal symptoms, such as shaking, sleep disorder, digestive problems, anxiety, but also intoxication symptoms, such as fatigue and loss of energy.

Discussion
Three main themes were shared by the French and English corpuses: core impact on quality of life, obtaining and consuming alcohol, and sources of help. The key areas impacted by alcohol were similar across the two countries. The main differences between the two corpuses were (1) the division of the third theme in two areas in the English corpus, namely institutional sources of help and help from relatives, (2) an additional theme in the English corpus related to physical problems, mostly withdrawal symptoms, and (3) cultural differences in obtaining and consuming alcohol.
Expected different drinking habits between UK and France appear in our study: different place and time for obtaining alcohol, and binge drinking evocation in UK. The first one is highly influenced by different alcohol selling legislation (Assemblée_nationale and Sénat 2009, Home_Office 2015), with more constraints of when alcohol can be sold in the UK. Different drinking patterns in relation to high amounts of alcohol consumed per drinking occasion and binge drinking have previously been described as more frequent in UK than in France  ADDIN EN.CITE (Kuntsche, Rehm et al. 2004, Dunbar and Crombie 2011). These differences in drinking habits, congruent to existing data, support the global relevance of our corpuses.
Despite differences in drinking habits, the domains of life impacted by alcohol were similar across the two countries and had not to date been documented from the patient’s perspective. Some of these domains are of particular interest, because specific to alcohol use disorders or highly clinically meaningful: low self-esteem, disinvested activities included sexuality the lack of perspective and projects, feeling that life is scheduled by alcohol consumption and living alcohol as a constraint, loss of behavioral control leading (for instance to verbal  abuse or arguments), memory and cognitive impairment, living conditions impairment (namely through loss of work, of housing, financial difficulties). The common core of impact of alcohol on quality of life through both countries from the patient’s perspective, and the objective method  used in our study prevented from any possible stigma influencing the analysis, whereas alcohol use disorder is one of the conditions the most impacted by stigma among health care providers  ADDIN EN.CITE (Ronzani, Higgins-Biddle et al. 2009, Stuart 2012). Memory deficits, cognitive impairment and loss of behavioral control are often perceived by health care professionals as traits, risks factors for addiction or markers of alcohol toxicity, rather than  impairments identified by patients and for which patients are asking for improvement  ADDIN EN.CITE (Blume, Schmaling et al. 2005, Gan, Guevara et al. 2014). This patient-centered approach used in this study allows reconciliation between symptoms observed by clinicians and patients’ objective of treatment. 
The domains identified are similar to those included in the Alcohol Quality of Life Scale, which was developed from these focus groups using another qualitative approach (Luquiens, Whalley et al. 2014). A notable exception was memory loss and cognitive impairment, which was closely related to loss of behavioral control in the French sample. Such an association is supported by fundamental data linking impulsivity, deficits in cognitive control and aggressive reactions  ADDIN EN.CITE (Gan, Guevara et al. 2014, Dambacher, Sack et al. 2015). This study supports the first analysis of these focus groups (Luquiens, Whalley et al. 2014) that proposed the inclusion of control domain as part of the core impact on quality of life of alcohol consumption.

The different recruitment settings between the French and the English patients could explain the different sources of help reported by the two groups of patients. French patients have been recruited in addiction-specialist centers, and were therefore, irrespective of alcohol dependence status, invested and motivated to change their alcohol consumption. They spontaneously referred to professional sources of help and to medical care. On the contrary, English patients were recruited in a department where they were hospitalized for another reason than directly because of their alcohol consumption. They were not necessarily asking for help regarding their alcohol consumption, and visited by an addiction specialized nurse in a liaison setting. Some of them recovered as a result of help from mutual support groups such as the Alcoholic Anonymous, or the Intuitive Recovery service, that they were encouraged to attend on discharge from hospital. This could explain that some referred to mutual support groups, and others referred preferably to close relatives, and especially family.. More than a cultural difference, the discrepancies in the description of sources of help could be due to the help- or non-necessarily help-seeking status of the patients. However, mutual support groups are much more available in UK than in France. Even if French guidelines highlights the potential benefits of attending these groups (SFA, ANPAA et al. 2015), English guidelines propose community support and self-help groups as first line interventions to be systematically proposed to patient with alcohol misuse (NICE 2017). The separate notification of alcohol withdrawal symptoms and physical problems could also be due to this difference of characteristics in help-seeking status. French patients refer less to withdrawal symptoms maybe because there are handled with some medications, whereas English patients had to deal with them on their own until the current hospitalization. However it is interesting to note that physical problems is not the core of the impact on quality of life, described in another class. Using scales giving a large place to physical problems to assess HRQOL among patients with alcohol use disorder could then be an issue, , as it has been hypothesized in previous research (Luquiens, Reynaud et al. 2012).  Moreover, the remitted non-help seeking English patients and the non-remitted help-seeking French patients are those who reported the largest part of the impact of alcohol consumption on quality of life (vs respectively the non-remitted English and the remitted French patients). One explanation of this difference could be that the identification of domains of life impacted by alcohol consumption arises from treatment process, by its role on insight developing and its motivational component. The motivational aspect of assessing quality of life had previously been noted (Ugochukwu, Bagot et al. 2013), and our data support this hypothesis. Assessing quality of life from patients’ perspective could then serve as a non judgmental and motivational tool, helping the detailed identification of domains of life impacted by alcohol consumption, and explored by items that are identified as matching patients' concerns. It could allow drawing a detailed picture of the personal situation of patients and thus guide the care in a patient-centered approach.
Limitations
It is likely that participants had a good therapeutic alliance, since they were asked to attend a 2-hour group with no monetary compensation. This could have constituted a recruitment bias. Moreover, all patients fulfilled criteria for dependence, and no patient with alcohol abuse was included, whereas inclusion criteria were abuse or dependence. In the perspective of understanding alcohol use disorders as a continuum  ADDIN EN.CITE (Agrawal, Heath et al. 2011), these data could be complemented by data among alcohol abusers or frequent binge drinkers, not fulfilling the criteria for alcohol dependence. However, among included patients with current or remitted severe alcohol use disorder, differences in drinking patterns did not reveal any difference in content of impact of alcohol on quality of life. Unlike specificities of physical complications related to different drinking patterns, areas of quality of life seem to cover a broad and common frame.
The number of EUCs classified was sufficient for analysis in both corpuses, but remained limited. The French corpus was less rich than the English corpus, but the latter is composed of more pre-existing life difficulties, that is content not strictly related to alcohol impact, classified in class 5. Discussion was structured by a discussion guide. Still,   discussion was free to a certain extent. In the English corpus, one patient particularly reported  a difficult personal history (i.e. difficult childhood environment), which is part from the corpus even if not regarding impact of alcohol on quality of life. It possibly comes from a less directive way to lead the groups in UK, to the personality of the included patients, or because the included patients were more used to share, due to more attendance at mutual support groups as compared to the French ones. They could then have been more comfortable and more willing to share their personal history, regardless the initial purpose of the session. 
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